Maternal colonization with group B Streptococcus (GBS) is a risk factor for neonatal GBS disease. Whereas serotypes Ia, Ib, II, III, and V are prevalent in the United States, types VI and VIII predominate in Japan. Recently, a serotype VIII strain was detected among 114 clinical GBS isolates from a Boston, Mass., hospital.
ature with gentle agitation and then washed thrice with PB/T. Goat anti-rabbit immunoglobulin G-alkaline phosphatase conjugate (Southern Biotechnology Associates, Birmingham, Ala.), diluted 1:3,000, was used as the secondary antibody; after its addition, the membranes were incubated for 1 h with gentle agitation at room temperature. Membranes were rinsed thrice with PB/T and developed by the addition of 5-bromo-4-chloro-3-indolylphosphate toluidinium-nitroblue tetrazolium phosphatase substrate (Kirkegaard and Perry Laboratories, Gaithersburg, Md.). The reaction was stopped by rinsing the membranes with water.
Ninety-four percent (103 of 109) of the GBS samples were cultured from females; and two isolates were obtained from newborns. Most (90.7%) of the isolates originated from the genitourinary tract of women. A total of 114 GBS isolates were obtained from the 109 samples, with dual serotypes in five samples (4.4%). GBS types Ia, III, and V accounted for 80% of the isolates (Fig. 1) , and types Ib and II accounted for 15%. Surprisingly, one isolate was identified as type VIII-a serotype rare outside Japan (2). Only four isolates (3.5%) were nontypeable.
Samples that reacted strongly with antibody to more than one serotype were again plated, and 10 to 15 individual colonies were grown on a blood agar plate, transferred to nitrocellulose membranes, and probed with specific antiserum to the serotypes present in the first screen. An interesting finding was that type V was isolated from each dual-serotype sample (Ia-V, n ϭ 1; Ib-V, n ϭ 2; III-V, n ϭ 2). Moreover, type V was found in three of the four samples from males (type III was isolated from the fourth sample). Of the two isolates from babies, one was type Ia and the other was type III.
In the past, serotyping of GBS has required a tedious process of antigen extraction and precipitation reactions with adsorbed whole-cell antisera (5). Adsorption of whole-cell antisera was necessary to remove cross-reactivity with other GBS surface components, such as the group B carbohydrate and protein antigens. The availability of high-titered CPS-specific antisera to conjugate vaccines has resulted in a more direct and rapid method of serotyping while eliminating the need for extensive adsorptions to remove antibody to non-CPS surface antigens; the minor CPS cross-reactivity in some of the hightitered antisera has been reduced by adsorption with the interfering GBS serotype. High-titered CPS-specific sera also have allowed the detection of more than one serotype in a sample. In this study, each of five samples contained two serotypes, and type V was involved in each of these cases.
A study by Eickhoff and colleagues in Boston in 1964 revealed that collectively types Ia and III accounted for 68% of all cases of GBS infection (1), whereas in our study, serotypes Ia and III together accounted for 49% of the total (Fig. 1) . Serotype V had not emerged in the early 1960s but accounted for 32% of the total isolates in our study (Fig. 1) . Indeed, the overall distribution of GBS serotypes in our study was similar to those in current, and more extensively performed, epidemiological studies (2, 6) . However, of the combined 614 invasive pediatric and adult isolates collected in those studies, only one was serotype VIII. The occurrence of GBS type VIII among our relatively small number of samples may signal future changes in serotype distribution in the United States. A multivalent GBS vaccine for use in the United States would currently include types Ia, Ib, II, III, and V (7); this formulation would provide coverage against 96% of the isolates in this study.
